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OMB No.: 0938 
StateITerritory: 

AMOUNT,  DURATION,  AND  SCOPE OF MEDICAL AND 
REMEDIAL  CARE  AND  SERVICES PROVIDED TO THE  CATEGORICALLY NEEDY 

24. Any other medical care and any other type of remedial care recognized under  State law, specified by 
the Secretary. 

a.  Transportation. 

1x1 Provided: /I/ NO limitations /x/ With limitations* 

1-1 Not provided 
- 

b. Services provided in Religious Nonmedical Health Care Institutions. 

1-1 Provided: 

/&I Not provided. 

- 

- 

12 NO limitations 1 1 1  With limitations* 

c. Reserved 

d. Nursing facility services for patients under 21 years of age. 

/&I Provided: 

1-1 Not provided. 

- 

- 

e. Emergency hospital services. 

/x/ Provided: 

/E/ Not provided. 

/)o NO limitations /I1 With limitations* 

/x/ - NO limitations 1 1 1  With limitations* 

f. Personal care services in recipient's home, prescribed in accordance with a plan of treatment and 
provided by a qualified person under supervision of  a registered nurse. 

/I/ Provided: 

1x1 Not provided. 

* Description provided on attachment 

/I/ NO limitations /I/ With limitations* 

TN NO. O/ - OQ7 
Supersedes Approval Date 1 Effective Date 09 /o / , /O 1 
TNNo. qn -3 
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AMOUNT,  DURATION,  AND  SCOPE OF SERVICES  PROVIDED 
MEDICALLY  NEEDY  GROUP@): h/n JV F. 

22. 

23. 

b. 

C. 

d. 

e. 

f. 

Respiratory care services (in accordance with section 1902(e)(9)(A)  through (C) of the Act.) 

1 1 1  Provided: 1 1 1  No limitations 1 1 1  With limitations* 

I:/ Not provided. 

Any other medical care and any other type of remedial care recognized under State law, specified 
by the Secretary. 

Transportation. 
- 

1-1 Provided: /I/ NO limitations l I /  With limitations* 
- 

1-1 Not provided. 

b. Services provided in Religious Nonmedical Health Care Institutions. 

1-1 Provided: 

1-1 Not provided. 

- 

- 

/z/ NO limitations /I/ With limitations* 

Reserved 

Nursing facility services for patients under 21 years of age. 
- 

1-1 Provided: /I/ NO limitations I T  With limitations* 
- 

1-1 Not provided. 

Emergency hospital services. 

1 1 1  Provided: 

1 1 1  Not provided. 

/I/ NO limitations /E/ With limitations* 

Personal care services in recipient's home, prescribed in accordance with a plan of treatment and 
provided by a qualified person under supervision of  a registered nurse. 

1 1 1  Provided: 

1 1 1  Not provided. 

* Description provided on attachment 

/I/ NO limitations /I/ With limitations* 

TNNO. oi-ooy 
Supersedes Approval Date / o / A  </O/ Effective Date 0 / O  I 10  
TNNo. 8-7 - / 3  


